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Reflexivity in nur~ir:g:~Where is the patient?
Where' is the nurse?
Introduction
W e are [Wo registered, nurses with aroundforty years of
nursing experience between us,
with a higher degree in both
social sciences and public
health. We have also preViously
worked as clinicians, tertiary
educators, health researchers,
administrators and policy
analysts ~n a varie~ of public
health settings. Our initial
formal nursing education
occurred in hospitals (Australia
and England). At the time of
writing, we had recently
~eturned to working in clinical
and academic settings. Our
recent active engagement in
clinical practice has provided us
with an opportunity for
reflexivity.
Upon reflexivity of our
collective experiences, we have
often asked ourselves the
following questions: Why is
there a greater emphasis on
Drawing upon fort,:! ':!ears of
nursi'!\g experience, in this paper
we are Te{lexi..,e about four ,issues
relati..,e to nursing clinical
practices: seeking technological
solutions to health and ill-health;
mo..,ing from the nurse-patient
relationship to the patient-healer
relationship; utilising critical
pathwa':!s; and, supporting
e..,idence·based nursing. We
examine cunent nursing pTactices
and ask probing questions to
ge"nerate debate. Most of all, we
encourage nurses to engage in
re{lexi..,it':! and not to lose sight of
their sel..,es (kno':Vledge, expertise
and skill.s), and their patients'
..,oices and subjecti..,it':!, in their
contribution to health care.
Keywords:
Patients, Nurses, Reflexivity,
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Evidence~BasedNursing
technology in health care than
on human beings? Why are
nurses progressively focusing
more on being technicians
rather than as human beings
providing holistic care to other
human beings? What is a
'critical pathway' of care, and
how does it impact upon
patients and nurses? What. is
'evidence·based nursing'? What
are the implications for nursing
practice?
[n this paper, the sociological
concept of reflexivity serve~ as a
framework for discussion. We
consider four inter~ielated issues
arising from the above questions
and how they present a
problematic situation for both
patients and nurses: i)
technological solutions to health
and ill~health; H) the patient~
healer relationship; Hi) critical
pathways; and, iv) evidence~
based nursing. Our reflexivity is
grounded in our collective
nursing clinical practices; asking
questions and generating debate.
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Reflexivity
Reflexivity is 'a turning back on
oneself, a process of self~
reference' (Davies 1999",4). It is
like having 'an ongoing
conversation about experience
while simultaneously living in
rhe momenr' (Hem 1997, viii).
Several authors m~ke
commentary upon 'reflexivity',
the ~ecessity for it and its
usefulness for biomedicine and
~ocial sc~ences (Beck, Gi~dens,
Lash 1994). Giddens (I984,3)
defines reflexivity a~ 'the
monitored character of the
ongoing flow of social life'.
.Williams and Cainan
(1996,1612) refer ro reflexiviry
as:
the ~usceptibilityof most aspects
of-social actlvity, and material
relations with nature, to chronic
revision in light of new'
information and. knowledge; a
.situation in which the social
sciences themselves play no small
part.
Fu!thermore, 'there is a need
to develop a much more
reflexive understanding of the
ways in which expertise-
whether professional or lay-is
structured'· (Popay &'Williams
1996,"766).
The sociological concept of
reflexiyity has been viewed as an
important process for
monitoring, changing and
improving social life. Reflexivity
provides an opportun~ty for self~
critique and self~appraisalwithin
a social context (Beck et a1.
1994; Herrz 1997). The social
context may be, for example,
nursing management of an
.asthmatic patient in an accident
and emergency department of a
rural hospital. Hente ·reflexivity
in a sociological .sense (or usage)
mirrors the more commonly
used terms 'reflection' or
'reflective practice' within the
nursing profession. For
example, Cash, Broker, Penney,
Reino1d "and Strangio (1997)
assert that reflective practice
through journalling provides
nurses with an qpportunity to
gain ~nsights into their practices
and improve patient care.
Reflective journalling also
increases awareness of oneself as
a person and how one practises
as a health professional in the
social world of nursing. Taylor
(2000) discusses technical,
practical and emancipatory tYpes
of reflection, in addition to
strategies for reflectiv"e practice
by nurses and midwives. Cotton
(2001) critiques definitions and
the value of reflection and
reflective practice as being 'good'
for nu~ses, when private
thoughts enter the public
sphere.. Northway (2000), and
Freshwater and Rolfe (2001) use
reflexivity specifically as a tool
for nursing research.
It is not the p lace of this paper
to debate the definitions or
merits of reflection, reflective
practke Or reflexivity. In this
paper and our practices, we·
consider reflexivity as the ability.
to reflect upon and articulate
our experiences of being in the
world. Language.then becomes·
the means to express our
consciousness, thoughts,
observations, positions an~
interests. We use reflexivity to
view nursing with a sociological
l~ns, by examining current
approaches to nursing care in
Australia. In terms of the
nursing profession, we argue
that it is vital for nurses to be
reflexive about their own clinical
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practices, now and in the future.
Reflexivity enables an
examination of the ~iases,
assumptions and values under~
pinning nursing practice, and
. encourages lateral thinking,
flexibility, innovation and
res.ourcefuhi.ess. The desired
outcomes of reflexivity are
nurses becoming more critical
about their practice,
acknowledging patients'
subjectivity and selfhood,
maintaining a crucial human·
centred approach to nursing
care, reducing tJ;l.e promotion of
a t~chnically orie.nted practice
and utilising evidence to
enhance patient health
outcomes.
As part of a multi~disciplinary
health care workforce, nurses
are daily contributing to patient
care alongside their colleagues;·
Nurses are also making clinical
decisions that in~uence patient
outcomes, for example, pain
relief and the use of
psychotropic medications with
the aged (Cheek 1999; Pillars,
Chang, Cioffl 1999). As nurses'
ability to make sound clinical
judgments depends not only on
the different levels of knowledge
they individually possess
(Liaschenko & Fisher 1999), we
ass~rt that nurses' reflexivity
about their relations with
patients as unique human
beings located in a fragmented
health care system, is also
crucial.
As 3:n important'aspect of
promoting reflexivity in nursing,
we wish to il~uminate the 'cage'
that nurses' practices help to
make. We also suggest reasons-
based on our clinical.
experiences and review of the
literature-on why nu·rses may be
Tht AUHralian Journal of Holistic Nu .. ;n, •
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complicit in .the absen~e or the
invisib.ility of their relations with
patients and with other
members of the multi~
disciplinary health care
workforce.
1: Technological Solutions
to Health and Ill-health
Since the late 1960s, the high
technological revolution in
biomedicine has enabled nurses,
doctors arid other health
professionals to 'gaze' at the
internal workings of the body
and diagnose -maladies by
'looking' at comp~.lterprintouts
(Atkinson 1995). Peerson
(1998,59) comments on the
changing role of technology to
manage human bodies:
The body has gained increasing
prominence in social science
literature in the last tWo decades,
in recognition of the shifting
boundaries between Nature and
technology (for example.'
developments in organ
transplants, IVF, genetic
engineering, and the impact of
bionic body parts on the ageing
process).
Entering the 21st cenrury,
biomedical health profeSSionals
(including nurses) are
dependent upon technology to
resolve episodes of acute illness
and minimise ageing, whilst
being limited in their ability to
treat chronic illness and
disability.
The public in~ellectual,Neil
Postman (1999) raises some
concerns about the value of
technology in everyday life. He
asks the following questtons: I)
What is the problem to which
this technology is a solution?; 2)
Whose problem is it?; 3) What
new problems might be created
.because we have solved the
problem?; 4) Which people and
~hich instirutions might be
most seriously harmed by a
technolo.gical solution?; 5) What
changes in language are being
enforced by "the tec'hnologies,
and what is being gained and
lost by such changes?; and, 6)
What sort of people and
instirutions acquire special
economic and political power
. because of technological change?
Postman's questions apply
equally well to the spectre of
technology and our dependency
upon it as nurses in the clinical
setting. High technology
presents both solutions to
treating disease as well as .
creating a problematic SitUation
(Williams & Calnan 1996;
Barnard & Sandelowski 200I).
As part of their clinkal
practi~es, nurses are constantly
using and. relying upon
technology in 'addition to
performing technical tasks. The
complexity of technology used
by nurses ranges from the
mercury thermometer and
intravenous fluid pumps to
ventilators and surgical
instruments. The technical tasks
related to these forms of
technology consist of raking a
patient's temperature,
administering intravenous
fluids, assisting respiration and
par.ticipating in surgical
procedures. Nurses require
knowledge and skills to perform
these technical tasks which are
important for patient care.
Batnatd (l991a, 1991b, 1997;
Batnatd & Sandelowski2001)
has written extensively on the
nursing.technology r~latio:nship
and he questions nurses' control
and uncritical acceptance of
technology, and its presumed
neutrality and ideal of progress.
Batnard and Gerber (1999)
report on a phenomenographic
study of 20 surgical nurses' use
and perceptions of technology.
They argue that in contemporary
surgical nursing, technology is
experienced both pessimistically
and optimistically as: changes to
skills; increasing knowledge;
respect and autonomy; gaining
control of clinical practices;
clinical resources of the practice
environment must meet the
needs of technology; the need to
include the patients' experience
and clinical presentation; and,
alteration of the free will of
nurses. More recently, Barnard
and Sandelowski (2001) discuss
the place of technology in
.nursing and the ability of nurses
to provide humanistic care.
Drawing upon the insights of
previous studies on reproductive
technology and usage of
resuscitation technology in
emergency departments, they
highlight the shifts in use and
meanings of technology, and
techniques, as human/
dehumaniSing, that are specific
to the use context.
Reflexivity provides a means to
question the place of technology
in nursing by shaping clinical
practice and influencing patient
health outcpmes. We ask: how
can a shift occu.r from a focus of
technologic.al interventions to
one that includes viewing
patients as human beings?
When examining the benefits
and risks that technology pose,
we must also consider the value
of removing human elements
from the planning, provision
and delivery of health services.
Essentially, we suggest a
reconsideration (~nd consequent
reformation) of how
technologies currently construct
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the nurse-patient relationship
and nursing practice.
2: Moving from the N urse-
Patient Relationship to
Patient-Healer.
Relationship
How can the nurse~patient
relationship be better
understood within the provision
of care by a multi~isciplinary
team of healers? According to
Armstrong (1983) ·the nurse~
patient relationship is fabricated
upon subjectivity. It is oriented
more towards care that is
humanistic and holistic
(LDwenburg 1989; Watson
1985). Parker(1995,J38) writes
of the multi~facetedcharacter of
the nurse-patient relationship
and the importance of the
nursing 'look' as part of patient
. care:
The 'looking' of the experienced
nurse involves highly skilled
clinical judgments that
incorporate not only an
understanding of the physical and
pathological bodily processes, of
drug regimens and interactions, of
infections and wounds and
healing processes, but also at the
same time include a responsive
understanding and knowledge of
the person and their manner of
dealing with what is happening.
Croft (2000) claims more
attention is given to the
instrumental/visible caring
provided by nurses, than
expressive/invisible caring,
which is rarely accounted for in
health outcomes in terms of
effectiveness and efficacy of
health care delivery.
Instrumental/visible caring
refers to meeting patients' needs
and desires, the resources
required to meet them, the
physical environment and the
observable physical (and 'often
technological) care that ,is
provided. Expressive/invisible
caring reft:rs to the positive
relationship between the patient
and nurse, and addresses issues
.of anxiety, frustration, changes
to self~identityand despair that
are often expressed by patients
. consequential to their treatment.
It requires an approach based
on 'knowledge' (social, cultural,
psychological) of the patient's
nee~s/desires.Nurses are
'Expressiv~/
invisible caring
refers to the
positive
relationship
between the
patient and nurse'
challenged to articulate
expressive/invisible caring as
part of patient care, to each
other and to other members of
the multi--disciplinary health care
team, conveyed verbally in
'handover' and documented in
patients' medical records. Croft
concludes there is a need to
observe and measure the
visibility and invisibility of
~ursing practice by using
inductive approaches to make
the entire scope of nursing care
visible to demonstrate nursing
judgments and the value of
expressive/invisible caring in
nursing and ot~er health care
resources allocation. Such a
change in approaches to ~ursing
will also have implications for
the nurse~patientrelationship
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and patient health outcomes
(Cheek 1999).
Medical sociologists have
discussed at length the
problematic nature of the
doctor~patientrelationship
(Willis 1989). It is understood
to refer to the unequal 'power~
knowledge relationship'
(Foucault 1979) existing between
two persons of dissimilar social
class, gender, age, occupational
category and education. In
keeping with the 'sick role'
(Parsons 1975) the patient has
little or no agency, but is passive
and dependent on the doctor
(usually male) to make decisions
on herlhis behalf and to initiate
diagnostic and therapeutic
procedures whereby informed
consent is assumed. The patient
is obliged to actively seek
assistance for alleviation of their
ailment. They are also absolved
from blame for their sickness
and relieved of their work
obligations (Gerhardt 1987).
The relationship characterises
the medical dominance
paradigm whereby the health
care system consists largely of
biomedical health professionals
(including nurses) and health
care services. Biomedical
knowledge and practices are
privileged, valued, regarded as.
legitimate and, sod,ally and
legally sanctioned. Within the
medical dominance framework,
healing takes place ·in a formal
public setting of the hospital or
the ·clinic. In this sense it differs
markedly from a model of the
health care system as 'medical
pluralism', which c.omprises
various healing options (lay,
complementary therapies, folk
healing in addition to
biomedicine) in a multitude of
settings (households,
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community, social networks,
institutions). Thus, it is possible
for patients to have relationships
with healers other than nurses
and doctors (Ftohock 1992;
Kleinman 1980).
While Budd and Sharma
(1994) use the term 'patient~
practitioner relationship'. other
writers following a market
model of health care, prt:fer to
describe patients as 'clients',
'consumers', 'customers' or
'service users' (Siuia & Wood
1997). Peers;'n (1998) contends
the term'doctor·patient
relationship' is narrow and
outdated, arguing that it is far
better to consider the health care
system comprising of many
healing modalities in which all
knowledge, practices, efficacy,
and power to heal are of equal
status. This does not assert that
one is better than the other, but
rather that they all have the
potential to heal. Peerson
proposes a new term - patient-
healeT Telationship - and
prvides four reasons for her use
of this term.
First, anybody can be a
patient-illness and injury are
inevitable and unpredictable, are
features of the human condition,
and cross 'marked identities' of
gender, ethnicity, social cla~s,
sexuality and age (Kleinman
1998). Many biomedical health
profeSSionals and social
'scientists have written of their
experiences of illness, injury and
disability (Frank 1991; Moore
1992, Murphy 1987; Toombs
1987; Zola 1982). For example,
Sacks (1984) relates how his
convalescence from a serious leg
injury led to his experiencing
feelings of being in limbo,
dependent upon others and
their kindness and assistance.
He was not immune to being
expected to conform to the sick
role nor to be,ing treated like a
patient by his medical'
colleagues, although he is an
eminent neurologist.
Second, anyone can be a
healer and provide healing for·
someone else, according to hi~
or her knowledge. confidence
and abi,lities. For example, many
lay.people are working, in an
informal, unpaid capacity as
caregivers of persons with
advanced cancer. They provide a
health care service similar to
that of biomedical health
professionals although this lay
healing role is commonly taken
for granted by health
profeSSionals and the wider
community alike (Aranda &
Peerson 2001).
Third, this term extends the
generally accepted construction
of who is a patient and ~ho is a
healer. The patient is the sick
person who requires healing,
whilst the healer is one who
heals another person of their
ailment that may be of a
physical, m'ental or spiritual
nature. Fourth, the term patient-
healeT Telationship also ql-lestions
the power differential nature of
that relationship. Here, decision·
making for diagnosis and
treatment of illness/injUry has a
greater chance of being jointly
informed or shared with patients
having primacy in the
therapeutic relationship with
their healer(s). The;y also have
greater potential to exercise
agency and being primary
decision~makers(Charles, Gafni,
Whelan 1997, 1999; Wood
1996). In this relationship,
nurses (as healers) provide
. patients with information about
diagnosis and treatment to
enable them .to make infor.med
decisions that will influence
theit well-being and quality of.
life.
We suggest nurses' awareness
of the patient·healer relationship
either does not exist or is simply
invisible and that this is to the
detriment of patients who seek
more from healers (including
nurses) than technological
solutions to ilVhealth; for
examples, opportuniti'es to
'express their spiriroal needs
(Halm, Myers, Benneccs 2000).
3: Utilising Critical
Pathways
Although the patient-healer
relationship is arguably a
preferred model of care, in the
acute care setting decisions
about patient care are
determined by economic
rationalism (Barnes 2000). In
the l<ite 1990s, critical pathways
,(CP) (also referred to as ~c1in(cal
pathways, 'care pathways',
'critical paths' or 'patient
progress plans') were
implemented in various
Australian public and private
hospitals as an efficient and
cost-effectlve way of managing
patlent care (Barnes 2000; Oibb
& Banfield 1996; Price,
Bernard, Drew, Foss, Wheeler
1998). Criticalpathways
incorporate management
strategies in an attempt to
standardise practice and predict
outcomes that are patient, health
professional, treatment and
organisation ~e1ated. They are
used in specialty areas of
nursing such as intensive care
units and orthopaedic wards, as
well as for specific illnesses, and
diagnostic and surgical
procedures. A positive clinical
outcome is equated with 'cure'
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and a prompt patient d~s~harge
following a recovery period that
is 'complication free' and which
occurs at a pre-determined rate.
Critical pathways rely on a
range of technologies and tasks
for their implementation. We
suggest that CP have become a
technology to socially control
patient care (Foucault 1973),
and restrain nursing practice
and inquiry. In a similar vein,
Barnes (2000) ·argues that
critical pathways are employed
by health care services as
regulatory mechanisms that act
indirectly on clinicians and
patients to link their con~uct
with broader aims and objectives
of economic efficiency and
effectiveness. Nurses'
professional identity and
practices are constrained by
using CP which cement-a
corporate business interest and
not the interests of ~he nursing
profession. Furthermore, CP is
not a value·neutral tool used to
manage the process of health
care delivery-in engaging CP
nurses can only practic~
clinically within rigid and
limited boundaries (Barnes
2000).
Our clinical exposure to
clinical pathways has presented
us with opporrunities for
reflexivity about their value to
nursing and to patients' well·
being. Consultations with
nursing colleagues inform us
that CP development should of
necessity occur over four years,
and be subsequently evaluated
for their usefulness and
appropriateness on an annual
basis. However, in a Similar
fashion to the prolific
'McDonaldization' of fast food
outlets in wider society (Riuer
1996) ea~h CP has been
computer written and
'standardised' following a
'textbook' approach to,the
norms of disease and expected
patient responses to treatment
(Canguilhem 1989). In some
"private hospitals, clinical nurses
have been actively involved in
the design" of CP. However,
~any of these are usually
em"ployed on a shorc·term or
part·time basis as 'project
offic~rs', and many do not have
pre.-existing research
'..~inengagingCP
nurses' car;t'only
pnidtice clinically
. «l1thih' rigid and
li~it~d·boundaries'
I ":/
/ . ,
qualification's and skills to
adequately prepare them for this
role. Therefore, it is unlikely
that the same person will
undertake regular evaluation of
the CP implemented in specific
areas of nursing.
Similar to Gibb and Banfield
(1996), Chou and Boldy (1999)
and de Luc (2000), we suggest
there has been little evaluation
of the benefits and outcomes of
implementing CP. Ho~ever,
"authors such as Pestian, Derkay,
Ritter (1998), Ling and Cheah
(1999), Choo and Cheah (2000)
and Johnson, Blaisdell, Walker
and Eggleston (2000) have
evaluated their CP for
(paediatric) asthma ~an~gement,
tonsi"llectomy, adenoidectomy,
cardiac surgery and (adult) acute
myocardial infarction and
laparascopic cholecystectomy.
The adoption of the CP
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requires some reflexivity. We
have often wondered: y.rhere" is
the presence of'the p~tient and
the nurse? Are their voices being
heard? What are the
implications of this m~del for
the nursing profession? Is this
model the answer to quality
patient care in the current
climate of cost containment?
Whose interests are being served
by using this model? While the
medical and technical needs of ,
the patient are abundantly
evident in the CP, the patient's
se1fhood and subjectivity is
clearly absent.
The CP assumes a multi·"
disciplinary ~pproach to patient
, care during hospitalisation
consisting of a team of nurses,
social workers, doctors,
pharmacists and other allied
health professionals, and reflects
an increasingly technical and
costly approach to patient care
(Price et al. 1998). The CP
consists of tasks and expected
patient health outcomes listed
under a broad range of
headings: nutrition/hydration;
skin integrity; sleep; pain
management; wound/drains;
elimination; consultation/
physiotherapy; investigations;
treatment; and discharge
planning. Each chart consists of
a series of text with boxes
similar to a questionnaire
format, with little room for
nurses to be reflexive in the
form of comments. In many
Australian hospitals, it is policy
for nurses to document patient
care only in the CP and not in
the patients' medical records'"il
practice shared by other health
professionals of the multi·
disciplinary team. Consequently,
nurses' decision~making
processes and cari~g actions are
. \
invisible to others. This is a
clear statement by management
to nurses of limiting their
professional presence and voice
.within the multi.-disciplinary
health care team.
A "biomedical model ~f cure
dominates in the ep rather than
an approach that prioritises
nursing care or a multi~
disciplinary input into patient
care. Doctors pre.-determine
patients' outcomes during an
acute episode of illness, valuing
cure (Wicks 1995). Ir is the
doctor who decides which stage
and at wh~t time a certain
outcome is expe~ted, so that
simultaneously, the patient's
voice is increasingly peripheral
and silent. The patient is
reduced to a biological system
that is malfunctioning and in
need of repair, with the
expectation that it recover within
a specified time·frame
prederermined by the medical
. profession. Patients have
.minimal input into their health
care which revolves around
physical, pathological,
radiological and biomedical
parameters to restore
homeostasis. These parameters-
often depend on high
technology to facilitate and fine-
tune medical diagnosis and
treatment (Atkinson 1995). In
turn, since high technology is
costly, the qUicker the patient
adheres to and moves along the
critical pathway, the more likely
their care will be cost..effective
for the hospital, who can then
maintain their budgets.
Impediments to following the
CP may occur during the
patient's hospital admission,
such as hypertension,
respiratory distress or wound
breakdown. Failure to achieve
an outcome as standardised in .
the CP constitutes a deviance
from the norm or a pathological
entity recorded as a 'varian:ce'
(Canguilhem 1989). Nurses are
required to place a sticker
stating 'variance' on the CP
chart, and then write on a
separate chart what the variance
is, when it occurred, what
action(s) was taken and the
outcomes. It is only here that
the nurse's reflexivity and
presenc~·is evident, and
assumes, of course, that the
variance has been documented.
From using this model of care
during our recent clinical
practices in Australian hospitals
(public and private), we make
the following observations.
First, what nurses do well
(reassurance, education) is not
reflected in the CP, and thus,
nur·ses· contributions are under·
valued and muted. The presence
and ability of nurses to provide
quality care to patients are
hidden (Parker & Gardner
1992). Therefore. we ask: where
is the nurse in the CP? Since
the CP only require the nurse
during each shif:t to 'rick the
box'. there is little room for
reflexivity about care provided
in that time frame. or about
nursing practice in general.
Informal discussions with
nursing colleagues inform us
that they like the CPs because' I
don't have to think.'
We ask ourselves, what then is
the point of nursing becoming a
profession and nurses obtaining
a tertiary education. including
honours, masters and doctoral
degrees. if they are not to use
their reflexivity and critical
analysis skills in their daily
nursing practice? We are also
concerned that holistic care
comprising psychological,
spiritual. socio~economicand
cultural factors crucial to patient
care are not catered for and may
be overlooked by nurses since
they are not explicit in t~e CP.
This situation is at odds with
nurses consistently being told
they are required to provide
'holistic' care to patients.
Nurses are expected to
perform technical tasks to
ensure the surgical patient
follows the prescribed critical
course during the pre-, peri· and
post.-operative phases. For
instance, the patient who has
had cardiac surgery (triple
bypass) is expected to be
extubated when stable and able
to spontaneously breathe by
themselves. They will have their
inter<ostal catheter (ICC)
removed one to two days
following surgery. Variances to
their post.-operative condition
could include unforeseen
complications that are
iatrogenically induced (eg.
phrenic nerve damage, infection,
wound breakdown, fluid
overload. haemorrhage,
respiratory distress) or due to co·
morbidities associated with pre·
existing conditions such as renal
impairment, hypertension and
diabetes. We suggest these
occurrences may also explain
why a hospital admission is
longer than prescribed in the
CP.
Nevertheless, nurses do more
than follow the prescribed tasks
as outlined in the CP. Nurses
make sound clinical judgments
regarding patient care using
their intuition, emotional
intelligence and experiential
knowledge (Goleman 1995;
King & Appleton 1997; Peerson
1998). Nurses also respond to
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the patient's illness experience
with sensitivity, empathy, trust
and caring (Aranda & Kelso
1997; Wick 1995). Nurses'
presence in 'providing care 24
hours aday, seven days a week,
in addition to their 'intimate'
and succ~nct knowledge of the
patient enables them to make
clinical decisions (Parker 1995).
Nurses also contribute to
positive patient health outcomes
such as: no complications,
discharge when well, patient
satisfied with care. May (1992),
Macleod (1993) and Radwin
(1996) comment on the
importance of nurses and
doctors 'knowing the patient' to
aid healing (Peerson 1998). This.
aspect of care is under·valued
and not reflected in ,the CP, but,
we suggest, is more likely to be
evident in oral co"mmunication
of the nursing handover (Parker
& Wilrshire 1995). and in the
patient's medical records, in
which the observations,
decisions and actions of other
health professionals contributing
to patient care are documented.
Similarly, nurses' myriad roles
and responsibilities are 'muted'
in the CP. Rather, the nurse is
portrayed as a taskmaster
performing a series of tasks and
monitoring the patient's
progress in a high technological
environment. This appears to be
a regressive retu rn to the task·
oriented practices of nurses
during the 1950s, discussed at
length by Menzies Lyth (1959).
Conversely, we have obserxed
over time that if the presence
and voice of nurses are absent
in CPs, so too are that of the
patient (and their family). They
are not consulted or involved in
the development and evaluation
of CP, and their individuality,
subjectivity and selfhood are not
acknowledged. Nor are the many
socioeco.nomic, cultural,
emotional and spiritual factors
influencing their health status or
care. While patients who are
unique individuals are given the
same diagnosis, their illness
experie~ce can be different.
.Within CPs, diversity and
uniqueness of self and the
illness experience are de~
emphasised while
standardisation of patients and
'While patients
who are unique
individuals are
given'the same
diagnosis, their
illness experience
can be different.'
their clinical conditions are
prioritised. The patient has lost
subjectivity and their bodies
have become 'reified' (Taussig
1980). We advocate a return to
humanistic and holistic care
which patients seek from nurses
when in ill~health (Lowenburg
1989; Pearson, Vaughn,
Fiagerald 1996; Warson 1985).
We observe that many
biomedical health professionals,
i.ncluding nurses, tend to ignore
the patient's su bjectivity and
hence the associated factors of
identity, personality, beliefs and
culture. Furthermore, patients'
perception of illness, diagnosis
and treatment may conflict with
that of the professional
providing health care (Peerson
1995). It is curative rather than
preventive medicine that has
pre·eminence. And within the
biomedical model, the mind and
body are considered separate
entities, while the spirit is
absent (Peerson 1998). This is
reflected in the treatment of
physical and psychological
ailm.ents by clinical medicine
and psychiatry respectively, with
increasing specialisation (Capra
1988) and little or no attention
to the lay spiritual practices of
patients. Whereas health
professionals are considered
experts, alternative forms of
knowledge are not deemed real
or legitimate (Frohock 1992).
The biological aspects of medical
problems are the "reaL ones",
while the psycho-social and
cultural aspects are seen 'as
second order phenomena and are
thus (rendered] less "real" and
important (Kleinman 1980:57).
'(IJllness as experience'
becomes decoded to 'disease as
biological pathology' (Kleinman
1980:2, emphasis in original),
that leads to a negation of the
sick person's suffering.
Conversely, as ~iscussed by
Peerson (1998), some individual
biomedical health professionals
may adopt a more pluralistic
approach to healing. For
instance, in recent years nurses
have extended their scope of
practice by using complementary
therapies as part of patient care,
supported by policies developed
by hospitals and nursing
organisations (McCabe 1996;
2001).
A further concern about CP is
whether they follow the current
trend in biomedicine towards
evidence based practice. The
underlying outcomes or goals of
a CP do not appear to rely on
evidence. Our experience
suggests that the norm is to
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create CP base~ upon tradition,
habit, routine and the time.-
honoured adage a('we've always
done it this way'. However, some
health professionals do rely on
evidence to inform development
and implementation of CP
(Bergman 1999; Currie &
Harvey 2000; Dykes & Wheeler
1999). In me following section
we are reflexive about the trend
cowards evidence~basednursing
and the implications for nurses
in the clinical setting. ~
4: Supporting Evidence-
Based Nursing
Healers. of all modalities may
admit to uncertainty, and when
knowledge is imperfect must
sometimes take a 'risk' to reach
a diagnosis and implement
treatment that achieves healing.
Medicine, and increasingly
nursing, is practised on the
basis of clinical evidence (Felch
1996; Lomas 1997; Pearson,
Borbasi, Fitzgerald, Kowanko
1997). Clinical evidence is
defined by Sackett, Rosenberg,
Gray, Haynes, Richardson
(1996,71) a"
the conscientious. explicit, and
judicious use of current best
evidence in making decisions
about the care of individual
patients. The practice of clinical
evidence based medicine means
integrating individual expertise
with the best available external
evidence from systematic research.
The strength of evidence is
. evaluated from quantitative data
resulting from epidemiological
studies and randomised clinical
tria.ls as the gold standard of
research investigating the
efficacy of clinical interventions
(le. medications. procedures,
information provision) with a
control group and an
experimental group over time.
These trials are frequently
purported to be scientific and
value-free (Latour 1987; Oakley
1992). Generalisations are
drawn from data about specific
population groups recruited to
these studies as a basis for
delivering best practice to an
individual patient. The evidence
to date .is used in conjunction
with the clinician's subjective
. judgment, intuition and
experiential knowledge to reach
a decision about an individual
patient's care. 'Closs and
Cheater (1999) claim the
patient's viewpoint is included
as part of the decision-making
process. This is an ideal
situation. Frequently, patients'
and their families are presented
with ipso facto information about
th~ir health status, diagnosis,
healing options and prognosis
with little discussion or
explanatio~. It is, therefore,
difficult for them to make an
informed decision about health
care (Wood 1996).
Online bibliographic databases
such as Medline and CINAHL,
and the Internet (email and
World Wide Web) enable
nursing and medical
practitioners of all specialties
(particularly in well·resourced
industrialised countries) to
rapidly access the latest clinical
evidence from their colleagues in
other clinical and research
settings around the world. <;)ther
sources of evidence for use in
health care are systematic
reviews, surveys, census, cohort
studies 'and case.-control studies
(Glasziou & Longbottom 1999).
Lupton (1998). and Williams
(1997,1042) contend these
strategies support medicine as 'a
modernist enterprise, steeped in
a scientific tradition in which
truth, order and progress are
seen as paramount virtues'.
There is a need for diverse
healers, including nurses and
d~ctors, to consider the lnsights
gained from evidence in social
and behavioural sciences
perspectives on health and ill~
healm. Additionally, it is
important to retain a focus on
lay knowledge and the' personal
significance' of health and ill·
health for patients'(Popay,
Rogers, Willia':"s 1998;
Sweeney, MacAuley, pereira
Gray 1998), and to take
seriously their 'illness narratives'
(Kleinman 1988). To do so
would reduce the likelihood of
patients being dissatisfied with
diagnosis, treatment and
therapeutiC outcomes
(Annandale & Hum 1998;
Sitzia & Wood 1997). However,
Popay et al. (1998,342) assert
that 'little attention has been
paid to outlining a rationale or
developing standards for the
systematic review of qualitative
resea~ch'. Evaluation of the
rigour and validity of qualitative
studies should demonstrate an
epistemological and o.ntological
framework for the research
question(s), as well as indicate
their relevance for health policy
and practice. Good qualitative
research should manifest
evidence of responsiveness to
social context, flexibility of
design. theoretical or purposeful
sampling, adequate description.
data quality, theoretical and
conceptual adequacy, and
potential for assessing typicality.
The current trend of evidenc,e·
based nursing (EBN) is
following evidence~based
medicine in its discourses and
practice. Class and Cheater
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(1999,11) note that the
underlying assumption of
evidence~basednursing is:
that science-based evidence tells us
what the most successful and cost~
effective approaches to nursing
care are. We will then be in a
position to provide best possible
care at le.ast possible cost in an
environment of limited resources.
Australia's health care system
is focused on economic .
rationalism and an increasing
reliance on evidence to acnieve
the following outcomes:
increased throughputs, shorter
hospital length of stay, task~
o~iented b~haviours,greater·
efficiency and cost-effectiveness
(Bloom 2000). An emphasis on
resourcing health professionals.
to deliver ql.:lality of care is less
apparent. This is true for nurses
whose workloads have
dramatically increased with a
higher staff:patient ratio (from
1,1 to 1,8 or 1,10) as a
consequence of understaffing
(Considine & Buchanan 1999),
and clearly evident in Victoria
prior to the ruling by
Commissioner Blair in August
2000 (Australian Industrial
Relations Commi.ssion ZOOO). In
some public and private
hospitals, nurs.es are being
assigned care of six to eight
patients for th.e afternoon shift,
with the potential to
compromise quality of care
while attempting to meet
performance indicators based on
economic rationalism. This
appears to be 'standard practice'
but does not take into account
the acuity of patients' .
conditions, nor the pote~tial for
complications to arise. There is
little time for nurs·es to address
patients' spiritual, emotional,
educational or discharge
planning needs as a result of
inadequate nurse:patient ratios.
The emphasis is upon the
physical technical tasks in the
clinical setting. In the area of
stomal.therapy nursing, for
example, nurses relate they have
to justify their 'positions within
their employing instituti<;>ns
(public and private hospitals,
community health services).
Many are no longer just doing
stomal therapy nursing; they are
also undertaking a combination
of other tasks: wound care,
breast care, continence
'Australia's health
care system is
,.focused on .:
economzc
rationalism~.. ~
management, and intravenous
antibiotics. Much of their work
can~ot be readily quantified
(Parker, Wright. Peerson zqOO).
We agree with Closs and
Cheated1999: 16) that nursing,
'in comparison with mediciJ:l.e,
has not yet generated enough
research to provide the extensive
scientific body of knowledge to
underpin it.' Evidence~bas~d
nursing remain·s largely
restricted to discourse and
quantitative data only, and the
strength of the eVidence (0 date
is variable. Furthermore,
... there is currently insufficient
good trial evidence to inform
many aspects of nursing. In the
absence of RCTs {mndomised-
controlled trialsl. the use of the
best evidence available is
advocated (Closs & Cheater
1999,14),
Ani!a Pccroon & Vivian Yong
A wide range of methods
emana:ting from both qualitative
and quantitative methodologie$
is therefore needed for a
. research base to support nursing
practice. As we know, nursing is
very much a human science
(Watson 1985). The
phenomenon of nursing lends
itself to qualitative study to
provide a better understanding
of the unique and myriad
dimensions of nursing practice.
Despite the' recent
establishment of the Joanna
Briggs Institute for Evidence
Based Nursing and Midwifery
(Adelaide) and the Victorian
Centre for Evidence~based
Practice (Melbourne), and other
centres interstate and overseas
(Pearson 2000), there is still
little evidence of nursing
research being used in clinical
practice (Hundley, Milne,
Leighton~Beck,Graham,
Fitzmaurice 2000; Kajermo,
NordstrOm. Krusebrant, BjOrvell
2000; Patahoo 2000; Retsas
2000). The recent establishment
of clinical chairs in (acute· and
specialty areas of) nursing in
some public and private
hospitals in Australia, in
collaboration wi.th university
nursing departments, however,
would ensure nursing research
translates into practice (Dunn &
Yates 2000). Roberrs (1995,231)
stipulates that:
A professoriate with expertise in
clinical practice will concentrate
on the development of clinical
nursing knowledge and this will
foster the development of nursi.ng
scholarship'. In the next
generation, the chairs will be held
by scholars with doctoral degrees
based on nursing practice
research.
The clinical chairs in nursing
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serve as crucial 'bridges'· to
overcome the" tTaditiona~ gulf
between research and practice,
build a body of clinical evidence,
anc:l implement evidence based
practice in clinical settings. The
impact of ~ese joint
appointments will not be known
for a few years. In some
instances, senior nurses are
being appointed as researchers
on a clinical.-only basis in
hospitals to provide in~house
staff development and research
direction for nursing and other
staff. This is perceived as a
positive direction fo~ the
nursing profession.
Nevertheless, the outcome of
this new role cannot be
determined until a few years
.after the role becomes
established. But, are clinical
chairs value for money? And do
they pursue their own research
interests or contribute to
advancing the nursing
profeSSion, or, just endeavour to
survive the partnership? They
have two 'bosses' to please: a
university and hospital. Dunn
and Yates (2000) interviewed 20
Australian clinical chairs of
nursing during 1996~97 and
observed that the role addresses
leadership in research,
education and the poiitics of the
nursing profession, 3;nd is
perpetually evolving in
accordance with the sometimes
conflicting priorities of both
universities and hospitals.
From our participant-
observation in various clinical
areas over the years, we believe
few Australian nurses working
in the clinical setting have an
interest. understanding,
experience or qualifications in
research that includes proposal
design, implementation. data
analysis an"d report writing, as
well as submissions to ethics
committees and funding bodies.
Increasingly, nurses are expected
by their heads of department .to
undertake research as part of
their job desc:ription.. It is
reasonable to 'presume that'
nurses with a Diploma or
"Certificate level of education do
not have research skills.
However, the current
'70mposition of the national
nursing workforce reveals many
~urses have graduated with a
I?iploma and/or Bachelor of
Nursing degree (AIHW 1999).
In undergraduate nursing
courses, nursing research is a
core unit. These nurses have
basic research skills, which are
further developed in the
postgraduate courses, although
these are not often sustained in
the clinical settings~There are
few mechanisms in the clinical
setting to encou rage nurses and
support them in their
endeavours to apply their
research skills (eg. appraising
the merit of a published study
before applying the findings to
clinical practi~e). Since the work
of Funk, Champagne, Weiss
and Tornquist (I 991 a, b) the
most frequently cited barriers to
nurses' utilisation of research
are related to four factors:
setting, presentation, nursing
and research.
Parahoo (2000), for example,
encountered the following
factors with the highest
percentage as a great or
moderate barrier (61-75.4%) to
utilisation of nursing research in
Northern Ireland.
• The nurse does not feel they
have enough authority to
change patient care
procedures; "
• Statistical analyses are not
understandable;
• There is insufficient time on
the job to implement new
ideas;
• Management will not allow
implementation;
• The nurse feels results are not
generalisable to their own
setting; and,
• The nurse does not feel
capable of analysing the
research.
Retsas (2000) identifies
barriers as: acc;:essibility of
research findings, anticipated
outcomes of using research, and
most significantly, limited
support from. the organisation
and other nurses to use
research. Various nurses,
however, collect data for other
health professionals - .
principally doctors. Most
frequently, they are employed as
data managers, research nurses
or clinical coordinators to work
on a specific project.
Additionally, recognition of
nurses' research skills is lacking
and requires urgent redress so
that nurses themselves may
undertake evidence-based
nursing in their own right, or as
part of a multi~disciplinary
research team. Factqrs that
facilitate nursing research are
(paid) time, management
support, funding and resources
to undertake research projects,
mentors, collegial support, and
professional development to
advance their research
knowledge, skills and experience
(Gillett, Peerson, Wilson 2001;
Parahoo 2000; Peerson, Oillet,
Wilson 2002).
Whilst we are aware' that not
all nurses wish to engage in
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research, those few nurses with
research skills are often under·
valued by their colleagues and
other health professionals. A
common negative attitude is
reflected in the following
comment. 'Why do you want to
do a masters or doctorate
degree?' The devaluing of
research skills gained through
completing higher degree by
research c;ourses is often soul
destroying to those students who
endeavour to app~y their
research to improve quality of
nursing care. Some clinical
nurses also. perceive research as
an academic exercise to fulfiU a
course requirement, and
irrelevant to .the reality of
clinical practice .. Evidence-based
nursing will only be an illusion
or viewed as paying lip service to
the nursing (and other multi·
disciplinary) literature unless
there are marked changes of
attitudes within the nursing
p~ofession. Implementation of a
positive research culture within
health care institutions will
support and encourage nurses to
utilise and apply their research
skills and utilise evidence for the
benefit of patients (Parahoo 2000;
Peerson, Gillet, Wilson 2002).
We are cautious about
jumping on the bandwagon of
pursuing evidence~basednursing
without considering the quality,
ri~our and validity of data and
methodology exposed by both
quantitative and qualitative
research. The conduct of research
requires an understanding of both
ontological and epistemological
issues. The answers to questions
do not arise from nowhere, but
rather, are founded within the
context of daily clinical
practices.
Conclusion
To conclude from our
discussion, we maintain the
importance of nurses being
reflexive about the use of
technology to redress ill·health,
the patient.healer relationship,
the trend of critical pathways
and evidence~basednursing.
Where are patients' subjectiviry-
and nursing care in these issues?
We make the following
recommendations about nursing
practice
, . ,
... InCreaSe nurses
confidence in
themselves as
individuals and as
a profession... '
Provide praise and positive
feedback to nurses for their
creativity, intuition,
com~onsenseand.
experiential knowledge,
critical analysis, and use of
research in clinical practice
(guided by clinical chairs of
nursing and nursing heads of
departments).
• Adopt a more reflexive
approach to nurses'
.utilisation of technology and
performance of technical casks
in health care services.
• Endeavour to make the voices
and pre.sence of patients and
nurses more evident in the
ep and in the medical
records.
• Raise ~n awareness of nurses'
diverse knowledge. skills and
expertise in providing patient
care.
Encourage and support nurses
to develop research skills and
undertake their own research
projects that they perceive to
have direct relevance to their
clinical practice and improve
patient health outcomes.
•. Foster nurses to widely
disseminate their project
~ndings to their colleagues
and other health
professionals, through'
seminars and workshops in
the workplace, as well as
pres~ntingconference papers
and publishing in journals.
• Boost nurses' skills by
providing education and
~esearch resources, funding
and personnel to assist them.
These measures will increase
nurses' confidence in themselves
as individuals and as a profession,
plus promote refleXivity of clinical
practice. We agree with Parker
(1995,342)rhat nurses 'become
empowered through recognising,
strengthening and. articulating
their unique knowledge and
skills.' In addition, these
measures will ideally contribute
to reform and improvement of
the Australian health care
system and result in better
outcomes: enhanced pa~ient
well-being and quality of care,
reduced barriers to the
utilisation of research and
greater implementation of
evidenc;:e based practice.
Acknowledgments
We thank Assumpta Lee, Chris
Parker, Naomi Tutticci, Tania
Yegdich and anonymous
reviewers for their helpful
comments on ~n earlier version
of this paper. Conversations
with Sanchia Aranda and John
Serginson provided useful
insights on the development and
implementation of cr_idcal
pathways.
Tnt Au.trali"" Journal of HoliJtic NurJi", •
.'
References
Annandale E, Hunt K 1998
•Accounts of disagreement with
doctors' Social Science and
Medicine 46(1): 119·29.
Aranda S. Peerson A 2001
'Caregivi.ng in .advanced cancer:
lay decision-making' Journal of
Palliative CaTt~ 17(4): 270-76.
Aranda S. Kelso J 1997 'The nurse
as coach in care of the dying'
Contemporary Nun!! 6: 117·22.
ArmstTong D 1983 'The fabrication
of nurse·parient relationships'
Social Science and Medicine 17(8):
457-60.
Atkinson P 1995 Medical ~a!k and
medical work: The licUTD of the
clinic London: Sage.
Australian Industrial Relations
Commission 2000 Victorian
Hospitals' Indu$tTial AS50ciation
and Australian Nuning Fedemeion,
Nuf'Se's (Victorian Health Services)
Award 1992 Commissioner Blair.
Melbourne, 31 August.
Australian Institute of Health and
Welfare (AIHW) 1999 Nursing
labouT fOTce 1998 Canberra:
AGPS.
Barnard A 1.997 'A critical review of
the belief that technology is a
neurral object and nurses are its
master' JouTnal of Advanced
Nuning 26: 126·31.
Barnard A 1991a 'Nursing and the
primacy of technological process'
InteTnational )ouTnal of NUTsing
Studies 36, 435-42.
Barnard A 1991 b 'Technology and
the Australian nursing experience'
in Daly J, Speedy S, Jackson D
, eds. Contexts of nuning: An
intTOduction Sydney: MacLennan
& Petty..
Barnard A, Oerber R 1999
'Understanding technology in
, contemporary surgical nursing: A
phenomenographic examination'
NUT'Sing Inquiry 6: 157·66.
Barnard A, Sandelowski M 2001
'Technology and human nursing
care: (ir)reconcilable or invented
differences?' ]ouTnal of Advanced
Nuning 34(3),367-75.
Barnes, L 2000 'The social
production of an enterprise clinic:
Nurses. clinical pathway
guidelines and contemporary
healthcare practices' Nuning
Inquiry 7(3), 200-8.
Beck U. Oiddens A, Lash S 1994
~eflexivemodemisGti?n: Political
tTaditions and aesthetics in the
modeTn social oTdeT Cambridge:
Polity Press.
Bergman DA 1999 'Evidence·based
guidelines and criti~al pathways
for quality improvement'
PaediatTics 1030 Suppl E):225-32.
Bloom A 2000 'Context and lead.up
to helath reform' in Bloom A ed.
Health reform in AustraLi~ and
New Zealand Oxford: Oxford
University Press.
Budd S, Sh.,ma U 1994
'Introduction' in Budd S &
Sharma U eds. The healing bond:
the patient,pTactitioner Telationship
and theTapeut~cbonding London:
Routledge.
Canguilhem 0 1989 The nOTmal and
the pathological New York: Zone
Books.
Capra F 1988 The turning point:
Science, societ) and the Tising
cultuTe London: Fontana.
Cash'P, Broker J, Penney W,
Reinold J, Strangio L 1997
'Reflective inquiry in nursing
practice or 'revealing images"
Nursing Inquiry 4(4): 246·56.
Charles C, Gafni A, Whelan T
1999 'Decision·making in the
physician-patient encounter:
Revisiting the shared treatment
decision-making ma'del' Social
Science and Medicine 49: 651;61.
Charles C, Gafni A, Whelan T
1997 'Shared decision·making in
the medical encounter: What does
it mean? (Or it takes at least two
to tango)' Social Science and
Medicine 44(5): 681·92.
Cheek PK 1999 'Vital signs and
nurses' choice of titrated dosages
of intravenous morphine for
relieving pain following cardiac
surgery' JouTnal of Advanced
Nuning 30(4), 858-65.
Choo 1, Cheah 1 2000 'Effectiveness
of clinical pathways in improving
the quality of care: An example of
a pathway on acute myocardial
infarction in Changi General
Hospital' SingapoTe NUTSing
JouTnaI27(2): 8·12.'
Chou S, Boldy D 1999 'Patient
perceived quality-of"Care in
hospital in the context of clinical
pathways: Development of an
approach' JouTnal of Qualit) in
Clinic~l'Practice19(2): 89·93.
Class 51, Cheater FM 1999
'Eviden'ce for nursing practice: A
clarification of the issues' JouTnaL
,!f Advanced NUTsing 30(1): 10.17.
Considine 0, Buchanan J 1999 The
hidden cosu of unde1'$taffing: An
anal,sis of contempoTary nurses'
wOTking conditions in VictoTia
(Report prepared for the Victorian
Branch of the Australian Nursing
Federation) Australian Centre for
Industrial Relations Research and
Training: University of Sydney.
Cotton AH 2001 'Private thoughts
in public spheres: Issues in
reflection and reflective practices
in nursing' JouTnal of ,Advanced
NUTSing 36(4): 512·9.
Croft 0 2000 CaTing and the use of
evidence Paper presented at Getting
a GTip on Evidence 2nd
Australasian Colloquium on
Evidence Based Nursing and
Midwifery, ,Parkroyal Hotel,
Brisbane, 24 February.
Currie VL, Harvey 0 2000 'The use
of care pathways as tools to
support the implementation of
evidence·based practice' JouTnal of
InteTpTofessional CaTe 14(4): 311·24.
Davies CA 1999 Reflexive
ethnogTaph1: A guide to TeseaTc~ing
selves and otheTS London:
Routledge.
de Lu'c K 2000 'Care pathways: An
evaluation of their effectiveness'
JouTnal of Advanced NUTSing 22(2):
485-96.
Vol. 10, No, I, 200J
Dunn 5, Yates'P 2000 'The roles of
Australian Chairs in clinical
nursing' Joumal of Advanced
Nursing 310): 165~71.
Dykes PC, Wheeler K 1999
'Evidence·based practice for nurse
practitioners with clinical
pathways' Clinical Excellence for
Nurse PractitioneTS 3(5): 291~7.
Felch WC 1996 The secret(s) of good
patient care: Thoughts on medicine
in the 21n century Westport:
Praeger.
Foucault M 1979 Discipline and
punish: The birth of the prison
London: P~nguin Books.
FoucauLt M 1973 Th~ birth of the
clinic:. An archaeolog:y of medical
perception Bristol: Tavistock.
frank A W. 1991 At the will of the
bod,: Reflections on illness Boston:
Houghton Mifflin Co.
Freshwater D, Rolfe 0 2001
'Critical reflexivity: A politically
and ethically en~aged research
method for nursing' Nursing
Times Research 60): 526~37.
Frohock FM 1992 Healing powers;
AIi:ernatitJe medicine, spiritual
communities and the .State Chicago:
University of Chicago Press.
Funk SO, Champagne MT, Weiss
RA, Tornquist EM 1991 a
'Barriers to using -research
findings in practice: The
clinician's perspective' Applied
Nursing Research 4: 90~95.
Funk SO, Champagne MT, Weiss
RA. Tornquist EM 1991 b
'Barriers: The barriers to
utilisation scale' Applied Nursing
Research 4:' 39.-45.
Gerhardt U 1987 'Parsons, role
theory and health interaction' in
Scamblei G ed. Sociology theory
and medical sociology London:
Tavistock.
Gibb H, Banfield M 1996 'The
issue of critical paths in Australia:
Where are they taking us?'
Nursing Inquiry 3: 36.-44.
Giddens A 1984 The constitution of
societ,: Outline of a theory of
structuration Berkeley: University
of CaLifotllia Press.
Gillett M, Peerson A, Wilson 0
2001 Where are we at with nursing
research! Paper presented at
Nursing"UpCLOSE conference,·
. Hilton Hotel, Adelaide, South
Australia, 22·23 November.
Glasziou P, Longbottom H 1999
'Evidence~basedpublic health
practice. Practice notes' Australian
and New Zealand Journal of Public
Health 4: 437--40.
Goleman D 1995 Emotional
inteLligence New Y0t:k: B~ntam
Books.
Hal~ MA, Myers ~N, Bennetts P
200,? 'Providing spiritual care to
cardiac patients: Assessment and
implications for practice' Critical
Care Nurse 20(4): 54~5Q, 58·64,
66·72.
Hero: R 1997 'Introduction' in
Hertt Red. Reflexivit, and tJoice
Thousand Oaks: Sage.
Hundley V, Milne J, Leighton~Beck
L, Graham W, Fitt.maurice A
2000 'Raising research awareness
among midwives and nurses:
Does it work?' Journal of-AdtJanced
Nursing 310): 78·88.
Johnson KB, Blaisdell C), Walker
A, Eggleston P 2000 'Effectiveness
of a clinical pathway for inpatient
asthma management' Paediatrics
106(5 Part 1),1006-12.
Kajermo KN, NordstrOm G,
Krusebrant A, BjOrvell H 2000
'Perceptions of research
utilisation: Comparisons be~een
health care professionals, nursing
students and a reference group of
nurse clinicians' Journal of
AdtJanced Nursing 31(1): 99~109.
King L, Appleton JV 1997
'Intuition: A critical review of the
research and rhetoric'. Journal of
Advanced Nursing 26: 192·202.
Kleinman A 1998 Health, culture
and change; Lessons from wOTld
mefltal health Keynote address,
VicHealth symposium: Health,
culture and change: Lessons for
multicultural Australia in the Asia·
Pacific region, St. Vincent's
Hospital,Melbourne, 261h March.
Kleinman A 1995 Writing at the
margins: QiscouTSe between
an.thropology and medicine Berkeley:
University of California Press.
Kl~inmanA 1988 The illness
narratitJes: '~uffering, healing and
the human condi.tion New York:
Basic Books.
Kleinman A ·1980 Patients and
healers in the context of culture:
Exploration 0{ the bOTdeTland
between anthropology, medicine and
psychiatry Berke1ey: University of
California Press.
Latour B 1987 Science in action;
How to follow scientists and
engineeTs through societ)'
Cambridge: Harvard University
Press.
Liasche.nko J, Fisher A 1999
'Theorising the knowledge that
nurses use in the conduct of their
work' Scholarl, Inquiry for Nursing
Practice 13(1): 29--41.
Ling PH, Cheah, J 1999 'Improving
the efficiency of care delivery: An
example of a laparascopic
cholecystectomy clinical pathway
in Changi General Hospital'
Singapore Nursing Journal 26(40):
6-10.
Lomas J 1997 'Research and
evidence·based decision:making'
Australian and New Zealand
Journal of Public Healc'h 21(50):
439-41.
Lowenburg)S 1989 Caring and
responsibility: The cTossroads
be~ween holistic practice and
traditional m"edicine Philadelphia:
University of Pennsylvania Press.
Lupton D 1998 'A postmodern
publi.c health?' Australian and
New Zealand Journal of Public
H.al,h 22(1), 3·5.
MacLeod M 1993 'On knowing the
patient: Experience of nurses
undertaking care' in .Radley A ed.
Worlds of illness: Biographical and
cultural perspectives on health
London: Routledge.
May C 1992 'Individual care?:
Power and subjectivity in
Th~ Australian Jo"rnal of Holinic N"TJing •
therapeutic relationships' Sociology
26,45894602.
McCabe P 2001 'Introduction' in
McCab~ P ed. 'Complementary
therapies in nursing: From vi.sion to
practice Melbourne: Ausmed.
McCabe P 1996 'Complementary
therapy in nursing practice: Policy
development in Australia'
Australian Journal of Holistic
Nursing 30): 4·11.
Menzies Lyth I 1959 'The
functioning of social systems as a
defence against anxiety' Human
Relations 13: 95·121.
Moore T 1992 Cry of the damaged
man Sydney: Picador.
Murphy RF 1987 The bod, silent
New York: Henry Holt & Co.
Northway R 2000 'Disability,
n~rsing research and the
importance of reflexivity' Jour~a'l
of Advanced Nursing 32(2): 391·7.
Oakley A 1992 Social suppon and
motherhood: The natuTal history of
a research Project Oxford: Basil
Blackwell.
Parahoo K 2000 'Barriers to and
facilitators of research utilisation
among nurses in Northern
Ireland' Journal of Advanced
Nursing 310): 89~91.
Parker J 1995 'Searching for the
body in nursing' in Gray G, Pratt
Reds. Scholarship in the discipline
of nursing Melbourne: Churchill
Livingstone.
Parker J, Gardner G 1992 'The
silence and the silencing of the
nurses' voice' Australian Journal of
Advanced Nursing 9(2): 326-332.
Parker J, Wiltshire J 1995 'The
handover: Three modes of
nursing practice knowledge' in
Gray G, Pratt Reds. Scholarship in
the discipline of nursing
Melbourne: Churchill
Livingstone.
Parker J: Wright R, Peerson, A 2000
'.The changing health care
environment and the visibility of
stomal therapy nursing practices'
Stomal-TheTap'Y Nursing AustTalia
20(3),21-3.
Parsons T 1975 'The sick role and
the role. of the physician
reconsidered' H~alth and Societ'Y
53(3),257-78.
Pearson A iooo PerfoTmance,
judgment and evidence Paper
presented at Getting a gTip on
evidence. 2nd Australasian
Colloquium on evidence based
nursing and midwifery, Parkroyal
Hotel Brisbane, 24·25 th February.
Pearson A, Borbasi S, Fittgerald M,
Kowanko 1 1997 Evidence-based
nUTSing: An examination of nursing
within the inteTnational evidence-
based health c~ne practice movement
RCNA Discussion paper No.l -, ,
Canberra: RCNA.
Pearson A, Vaughan B, F.itzgerald M
1996 NUTSing models for pTactice
Oxford: Butterworth.Heinemann.
Peenon A, Oillett M, Wilson 0
2002 Where are we at wih
nursing research? Skills audit
Reseach rep?rt, -Education Centre.,
The Prince Charles Hospital,
Brisbane.
Peerson A 1998 La, healing practices
in the household PhD thesis,
Faculty of An:s, Deakin
University, Geelong, Victoria.
Peerson A 1995 'Foucault and
modern medicine' Nursing Inquiry
2,106.114.
Pestian JP, Derkay CS, Ritter, C
1998 'Outpatient tonsillectomy
and adenoidectomy clinical
pathways: An evaluative srudy'
American Journat of Otolaryngology
19(1),45-9.
Pillars M, Chang E, Cioffi J 1999
'·Registered nurses' use of
psychotropic medications with the
aged: Knowledge and decision.
making' Geriaction 17(3): 5·10.
Popay J, Rogers A, Williams 0 199~
'Rationale and standards for the
systematic review of qualitative
literature in health services
research' Qualitative Health
Research 8(3): 341·51.
Popay J, Williams 0 1996 'Public
health research and lay
knowledge' Social Science and
Medicine 42(5): 759-68.
Postman N 1999 'Keep tabs on
technolo·gy' Th~ Age, 30th January.
Price-B, Bernard 0, Drew K, Foss J,
Wheeler A 1998 'Impact of a
critical care pathway for unstable
mechanically ventilated patients'
Critical Care Nursing Clinics of
North America 100); 75·85.
Radwin LE 1996 "Knowing the
patient': A Review of research on
an emcr.ging concept' Journal of
Advanced NUTSing 23: 1142.-4c?
Retsas A 2000 'Barriers to. using
rescarch evidence in nursing
practice' Journal of Advanced
Nursing 31 (3): 5 9-66.
Ritzer 0 1996 The McDonalditation
of societ,: An investigation into the
ch'!'nging character of contemporary
social life Thousand O~ks: Pine
Forge Press.
Roberts K 1995 'Theoretical,
dinical and research scholarship:
Connections and distinctions' in
Gray a, Pratt Reds. Scholarship in
the discipline of nursing
Melbourne: Churchill
Livingstone.
Sackett DL, Rosenberg WMC, Oray
JAM, Haynes RB, Richardson WS
1996 'Evidence-based medicine:
What it is and what it is not'
British Medical Journal 312: 71·2.
Sacks 0.1984 A leg to stan~ on New
. York: Summit Books.
Sitzia J, Wood N 1997 'Patient
satisfaction: A review of issues
and concepts' Social Science and
Medicine 45(2): 1829-43.
Sweeney KO, M·~cAuleyD, Pereira
Gray D 1998 'Personal
significance: The third dimension'
Lancet 35100 January): 134-6.
Taussig M 1980 'Reificarion and
consciousness of the patient'
Social science and medicine 148: 3·
13.
Taylor BJ 2000 Reflective practice: A
guide fOT nunes and midwives
Sydney: Allen & Unwin.
Toombs SK 1987 'The meaning of
illness: A phenomenological
approach to the· patient-physician
• T"~ A"JlHdi",n }o".n",l of Holi.tic N .... ing Vol. 10, No. I; 2003
relationship' Joumal of Medicine
and Philosoph, 12: 21940.
Watson J 1985 Nursing: Human
science and human care New York:
Appleton Century Crofts.
Wicks 0 1995 'Nurses and doctors
and discourse of healing'
Australian and New Zealand
Journal of Socioloi)' 31(2): 122-
139.
Williams 51 1997 'Modern
medicine and the 'uncertain
body': From corporeality to
hyperreality?' Social Science and
Medicine 45(7): 104149.
WilIiams 51, Calnan M 1996 'The
'limits' of medicalisation: modern
medicine and the lay populace, in
'late' modernity' Social science and
medicine 42(2): 1609·20.
Willis E 1989 Medical dominance
Sydney: Alien & Unwin.
Wood R 1996 'Informed decision~
making: Why does it have
• Dr Anita Peerson
Anita is a public ~ealth
professional, medical
a~thropologistand registered
nur,se. She is Adjunct S~nior
Lecturer, School of Population
Health, The University of
Queensland, Brisbane, and her
Current research interests address
public health policy, spirituality,
complementary alternative
medicine, ethics, health services
and nursing workforce issues.
consumers' consent?' Health
Forum 37: 9·11.
Zola IK 1982 Missing pieces
Philadelphia: Temple University
Press.
• Dr. Vivien TF Yong
Vivian has been a registered nurse
in acute and sub-acute settings for
over 20 years. She is currently
working as a Research Officer at
the, Department of Psychological
Medicine, Monash University
(Clayton), Melbourne, Victoria.
Her research interests aTe quality
~f life, chronic illness, sexuality
and ageing.
The 12th International Conference of the Nursing Network on Violence Against Women
Violence Against Women -Evidence ofDifference?
Rethinking current paradigms and exploring innovative approaches to ending violence.
20 ~ 22 June 2003, Stamford Grand Hotel, Glenelg, S.outh Australia
Hosted By The School of Nursing & Midwifery, Flinders University
In collaboration with the Nursing Network on Violence Against Women International
Conference Alms and Objectives:
This conference aims to provide a forum for all chose who work in human services to come cogecher and discuss the
work that is occurring to end violence against women and children and promote their safety. In particular this
conference aims to promote collaborative efforts throughout the community and across sectors with an emphasis on
the responsibility of the health system to tespond to violence against women and provide option~ for safety.
Who should attend
Aged Care Alcohol & Other Drugs
Domestic Violence Education
General Practice Homelessness
Midwifery Migra~t & Refugee Health
Veterinary Practice Victims of Crime
Trauma/Criminal Injuries
Advocacy Services
Dentistry
Forensic
Mental Healrh
Sexual Assault
Women's Services
It is anticipated that the conference shall attract professionals who have a special incerest, or work in,
the following areas:
Abuse/Neglect
Children's Health & Safety
Emergency Departments
Indigenous Domestic Violence
Research & Evaluation
Women's Health
For more Information. please contact
Karen M Smith GPO Box 2100
School of Nursing & Midwifery Adelaide
Flinders University South Australia 5001
Tel, +61-8-8201-2492
Fax. +61-8-8276-1602
Email: breD smjrb@tliDdeT§ SdB all
Further information and online registration: http://wwwnursing.sturt.f1inders.edu.au/violence
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